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This report was produced during April and May 2010 and aims to provide organisations involved in the Blanchardstown Interagency Protocols Initiative (BIPI) with:

a)	An overview of the current national and local drugs polices
b)	An outline of collaborative best practice
c)	A summary of the services provided by the partners involved in BIPI 
d)	Brief profiles of the BIPI partner organisations
e)	A summary of the achievements and challenges faced by the organisations involved in BIPI
f)	Recommendations for the future development of the BIPI initiative.

This information is relevant within the local Blanchardstown context.
1.1	Purpose





This report is based on:

	Documentary analysis of relevant national and local policy documents which include: 
key local reports, internal plans, reports, policies and procedures and other documents supplied by the organisations involved in BIPI
	Face to face interviews with the managers / coordinators of the nine organisations involved in BIPI.  These interviews were of one to two hours in duration and in most instances were held in the organisations’  offices.
	Analysis of a short questionnaire completed by the organisations involved in BIPI (see appendix 4).




This report is structured as follows:

Section 2:	Local context
Section 3:	National and local policy framework
Section 4:	Models of inter sectoral working
Section 5:	Rehabilitation progression paths
Section 6:	Snapshot of current services
Section 7:	Conclusions and recommendations


















The 2006 CSO census revealed that Blanchardstown was unique in Ireland in terms of pace of population growth and ethnic diversity:

	The population of Dublin 15 was at 90,974, which was greater than that of Limerick city.
	Dublin 15 which was the fastest growing urban area in the country. The population of the designated Local Drugs Task Force area within Dublin 15 was 63,000, growing by 13,000 people, (23%).  National population growth in 2006 was 8%.
	The population of Dublin 15 grew by over 80% in fifteen years. 
	11% of young people in Blanchardstown were aged 0-5, almost double the national average of 6.6%.
	The level of those under 18 was 30%, compared to the national average of 20.4%.
	Foreign nationals accounted for almost 21% of all residents in Dublin 15 in 2006. This is more than double the national average of 10%.
	Blanchardstown is also home to large numbers of Travellers, almost 700 in the last census. It is striking that the average age of Travellers is 18 compared to an average age of 33 nationally.





	Social exclusion affects communities across Blanchardstown. Low education levels, dependence on social welfare, anti social behaviour and high levels of parenting alone characterise these communities.
	RAPID designation of estates in Corduff, Mulhuddart, Blakestown and Mountview, prioritised resource allocation and service delivery in these areas.
	However, a) the rapid development of estates ancillary to RAPID communities, b) the shift in housing policy and c) the impact of the recession is resulting in local concerns regarding the high levels of social exclusion in other parts of Blanchardstown, (particularly in areas where private rental while claiming rent allowance are high e.g. Huntstown, Hartstown and Ongar).




2.3	Impact of the Recession

	The current economic climate is having a substantial effect on the lives of people living in Blanchardstown.
	Large numbers of people from the area worked in construction, retail and service industries. However, these sectors have been badly hit by the current crisis. 
	In April 2010, 8,116 people were on the live register in Blanchardstown. An increase of 53% or 2,812 people is recorded in 18 months since October 2008.​[1]​ An additional 600 people from Blanchardstown have been transferred to the Social Welfare Office on the Navan Road, thus increasing the numbers to 8,716.​[2]​
	The highest number of people on the live register are between the ages 25-34 – 35%  (2,935 people).
	Many of these opportunities were available locally and attracted people to buy starter houses in the area. The reality facing many of these people, many of whom have young families, is that they are in negative equity and are struggling to repay monthly mortgages.
	People who lived in areas that traditionally experienced social exclusion had also managed to obtain employment. However low skills and education levels make them extremely vulnerable at this time.
	Young people are most affected by unemployment. The young demographic in Blanchardstown is very vulnerable.
	The rapid development and growth of Blanchardstown resulted in services struggling to keep pace with demand. Cuts in public expenditure have impacted badly in Blanchardstown. Inadequate service levels across a range of services have been further diminished e.g. no FAS training centre.




Drug misuse became a significant in the 1980s when young people from predominately disadvantaged areas in Dublin became involved in the use of illegal (street) substances such as hash, cocaine, benzodiazepines and heroin. Heroin use is still a serious problem and continues to devastate communities, which includes parts of Blanchardstown. Some communities in Blanchardstown are experiencing second (and in some cases third) generation drug use having identified heroin use as an issue for the first time in the early 1990’s. 

Drug addiction can lead to homelessness, involvement in crime and drug related deaths.​[3]​ It can also have detrimental physical, social, mental and emotional consequences for the individual.  Effects on immediate family in particular and society in general can be far-reaching and devastating. Recent drug trends have seen a significant movement towards polydrug use.  Drug users take a number of substances, the consequences of which increase risk factors significantly.  This trend is a serious issue, which has been recognised nationally and is evidenced locally.  Cocaine, hash and benzodiazepines use are of growing concern in Traveller community in Blanchardstown.

Distribution of drugs in Ireland is now managed by a number of large drug gangs with well established links to serious criminal activity.  This dynamic has added a new dimension to the drug problem and one which has further devastated disadvantaged communities, including parts of Blanchardstown.

Figures from the 2007 HSE ‘Central Treatment List’ indicate that around 2,500 people are currently on methadone maintenance programmes in Ireland, the majority of which are in Dublin. 300 methadone users from Blanchardstown are registered. The numbers of drug users are not declining in Blanchardstown. 
2.5	Collaborative Working

Blanchardstown has a strong tradition of inter agency collaborative working despite the relative newness of the area.  This approach has helped to develop a range of services and infrastructure across the area to respond to community needs. Organisations working with drug users have been involved in the following two inter-agency collaborative initiatives in recent years:  Blanchardstown Interagency Protocols Initiative (BIPI) and Inter Agency Protocols (IAP).

Blanchardstown Interagency Protocols Initiative (BIPI)

In 2001 eight organisations who worked with drug users (primarily heroin users) became involved in an initiative to respond to three agreed blocks to client progression:​[4]​

	Service delivery was not being smoothly delivered between the agencies
	Duplication and overlapping of services, coupled with a lack of co-operation blocked client progression
	Service gaps existed, which resulted in clients not accessing appropriate services.

This initiative became known as BIPI and the agencies involved worked to respond to the above blocks by enhancing inter-agency co-operation, developing protocols to support client progression and by devising a tracking system to validate client progress.
 
At this time, the Health Service Executive (HSE), Dublin North Central, through its Rehabilitation Integration Service (RIS), led this initiative.  Funding was sourced to support the initial work in Blanchardstown through Equal, an EU funded programme under its Employability Pillar. The evaluations of BIPI carried out in 2005 and 2006 highlighted that the initiative had “considerable success in generating increased co-operation between the eight service delivery organisations in Blanchardstown in its work with drug users.”​[5]​ While BIPI was very influential in changing how agencies worked together locally, it also influenced the development of key national strategies including the national rehabilitation strategy 2007.

The following three factors were particularly noted as impacting on the work of BIPI:​[6]​ 

a)	The lack of a national framework
b)	Gaps in treatment and rehabilitation options for clients
c)	Access to accurate data and statistics  

The external and local environment has changed considerably since then. Significant national policy and structural changes in relation to drugs services have been announced. Despite progress to fill service gaps, the recession and significant reduction in available government funding is challenging the sustainability of service delivery locally. However, BIPI recently secured funding through the LDTF emerging needs fund which enabled a part time co-ordinator to be employed. The focus of this role over the coming year is to develop and enhance the BIPI initiative at this crucial time. 

The organisations currently involved in BIPI are:
 
	Mulhuddart Corduff Community Drugs Team (MC CDT), 
	Blakestown Mountview Community Drugs Team (BM CDT), 
	Hartstown Huntstown Community Drugs Team (HH CDT), 
	HSE Rehabilitation Integration Service (RIS), 
	Genesis Counselling Service, 
	Local Employment Service (LES), 
	Coolmine Therapeutic Community (Coolmine TC), 
	Tolka River Project (TRP).

BIPI is supported by the Blanchardstown Local Drugs Task Force (BLDTF).

Blanchardstown Offenders New Directions (BOND) is no longer part of the BIPI initiative due to their closure in 2009. Genesis counselling service joined the BIPI initiative in 2010.

Inter agency Addiction Protocols Blanchardstown (IAP)

Following from the outcomes of the BIPI protocols, organisations involved in harm reduction and stabilisation which included the 3 CDTs and HSE Addiction Services began to formally collaborate and develop tools to assist client’s progress with treatment. A series of protocols to underpin this work have recently been finalised. 








These protocols are now commencing roll out between the agencies and are targeting clients who are at the initial stages of progression.


3.	National and Local Policy Framework 

This section presents an overview of the national and local drugs policy framework. In summary there is:

	An Office for the Minister for Drugs (OMD)
	The national drugs strategy that is focusing on collaboration
	A national rehabilitation strategy that outlines collaborative working, with recommended processes and an implementation team which is working to respond to the recommendations on the rehab working group. 





In 2009 the Office of Minister for Drugs (OMD) was established. It has responsibility for co-ordinating responses to drugs issues across Departments and is placed under the auspices of the Department of Community, Equality and Gaeltacht Affairs. The OMD incorporates the work and structures of the former Drugs Strategy Unit (DSU) and the National Drugs Strategy Team (NDST).​[7]​ An interim National Drugs Strategy 2009-2016 was launched in 2009, which will be replaced by a National Substance Misuse Strategy by the end of this year (2010). The inclusion of alcohol within the drugs strategy framework was announced in 2009, which expands the remit of national drugs strategies to include responses to alcohol for the first time.

The overall strategic objective of the interim National Drugs Strategy 2009-2016 is to: 

Continue to tackle the harm caused to individuals and society by the misuse of drugs through a concerted focus on the five pillars of supply reduction, prevention, treatment, rehabilitation and research.

The treatment and rehabilitation objectives centre on:

	Developing a national integrated treatment and rehabilitation service that provides drug free and harm reduction approaches for problem substance users
	Encouraging problem substance users to engage with, and avail of, such services

3.2	 National Drugs Rehabilitation Strategy 2001-2008

In May 2007, the report of the working group on drugs rehabilitation was launched. This strategy encompasses interventions aimed at a) stopping, b) stabilising and/or reducing the harm associated with a persons’ drug use as well as c) addressing a persons’ broader health and social needs. This strategy also clearly states that the process of drug rehabilitation should begin at the first point of contact a drug users makes to a drug related service. This is an important statement as it takes a clear stance to define rehabilitation in a field where there are differing views.

The National Drugs Rehabilitation Strategy names a number of specific high risk drug using groups who should be targeted by services to support progression. These are: a) Homeless people, b) Ex prisoners, c) Children of drug using parents, d) Prostitutes, e) Travellers, f) Mental health and g) Ethnic minorities. It also states that the main funding bodies to fund rehabilitation are LDTFs, FAS, HSE and Probation services.


The strategy acknowledged difficulties in supported progression as including: 
a) Lack of co-ordination, 
b) Reluctance of agencies to share information, 
c) Differing views on lead agency, 
d) Steps to rehabilitation giving rise to ineligibility,
e) Divergence between the views of clients and their medical practitioners on facilitating staged withdrawal

The strategy strongly states the need to:
a) Increase co-ordination of services 
b) Develop quality standards, 
c) Identify and address staffing needs to achieve these standards

The strategy recommends best practice approaches to supporting rehabilitation progression through:
	Preparation for and rapid access to rehabilitation. This should follow a thorough needs assessment, full and accurate information with a menu of options presented to the client who is central to the process and all decisions in relation to their rehabilitation.
	Addressing social and environmental factors such as housing, family, education, social life and employment. The strategy outlines the importance of clients engaging in meaningful activities which build structure, develop skills and provide alternatives to drug use.
	Retention in a residential programme which is approximately 3 months long. These programmes should work with clients in a respectful and dignified way, balancing work, rest and social activities.

One of the main features of the report recommends substantial structural changes on a local basis to increase and improve rehabilitative outcomes. It recommends a practical model of interagency working based on the: 

a)	Development of formal protocols to facilitate interagency co-operation and information sharing to develop care plans
b)	Development of service level agreements to complement the protocols
c)	Recruitment of a senior rehabilitation co-ordinator with 10 rehabilitation co-ordinators and appropriate levels of staff, to oversee the development of the protocols
d)	Development and monitoring of standards in services
e)	Development of template assessment instruments for problem drug users at different stages of progression
f)	Development of templates for individual care plans
g)	Further training for rehabilitation service providers








3.3	National Drug Rehabilitation Integration Committee

The NDRIC was established in 2007 and is composed of representatives from OMD, Regional and Local Drugs Task Forces, and other key stakeholders​[8]​. There are no representatives from the RIS. Its role includes:

	Overseeing and monitoring the implementation of the recommendations in the rehabilitation report
	Developing the agreed protocols and service level agreements
	Developing a quality standard framework which builds on existing standards
	Overseeing case management and care planning processes
	Identifying core competencies and training needs and ensuring that such needs are met

NDRIC has recently completed a framework document. It highlights the need for person centred approaches with appropriate services in place to support progression. The framework outlines a comprehensive integrated model of rehabilitation provision. It promotes care planning and case management which is agreed by appropriate services (called the care team). It proposes that the HSE play the lead role in relation to case management.

The framework also outlines the role of the key worker and case manager in working to support client progression. It proposes the four tier model (see section 5) as the overarching framework to provide rehabilitative pathways. 

This framework recommends the development of protocols and service level agreements to underpin collaborative working. NDRIC will oversee the development of service level agreements at national level in line with the protocols recommended. 

The NDRIC framework document also commits to quality standards citing Quality in Alcohol and Drugs Services (QuADS) as the national standards to be adhered to.





In 1997 the BLDTF was established with a role to co-ordinate the planning and delivery of drugs services in Blanchardstown. In line with the national strategy it works under 5 pillars - supply control, education prevention, treatment, rehabilitation and research. It has placed an increasing emphasis in its current strategic plan on family support and has a number of initiatives which fall into this category: 

The treatment and rehabilitation strategy fits with BIPI as it states a commitment to providing a seamless continuum of care in line with best practice for all affected by drug misuse.

The overall aims of the treatment and rehabilitation strategy is to:

	Maximise the effectiveness of existing services
	Ensure that there is complete coverage, with high quality interventions for each level of the continuum of care -harm reduction, treatment, stabilisation, detoxification, rehabilitation, abstinence based and aftercare services
	Build on the 4 tier model of treatment as the framework for service delivery in Blanchardstown (see section 5.7).






















































4.	Models of Inter Sectoral Working





There are a number of academic reports that outline and review integration initiatives. Many definitions exist. The following two definitions are useful to consider in light of the role and work of BIPI to date:

“Integration is a process by which two or more entities establish linkages for the purpose of improving outcomes form needy people.” ​[9]​ 





Suter et al (2007) identified that collaborative models broadly fit under three main categories:

Model Type	Goal	Detail
1. System Level models	Attempt to achieve integration of many components on many levels of the organisation	These models are based on the premise that change is driven by external factors. Cultural shifts are achieved by the organisations leadership. Therefore leadership is the central component of the model. It also recognises that systems are based on people who are relational. 
2. Progressive or sequential models	Focus on a continuum of stages or levels of integration	Integration in these models is not seen as a final destination but a means to improve performance. The ability to integrate functions and services are the key ingredients to achieving a transition across the continuum. These models focus on change occurring either through interactions in the organisation and/or leadership. They are highlight that change occurs in stages rather than simultaneously.
3. Programme or service level models	Focus on a particular population group e.g. clients on methadone	These models can focus on a) a case management approach which uses a case manager to facilitate integration, b) co-location of services and information.













1. Information sharing and integration
The information sharing and communication level represents a very informal relationship where general information about programmes, services and clients is shared. This may or may not occur on a frequent basis.

2. Cooperation and coordination
This level is still largely informal and recognises a loosely organised attempt by independent organisations to work together to change procedures/structures and to make programmes more successful.

3. Collaboration
This level is usually formalised but can still operate informally. Activities are shared, with partners being equal. Examples include written agreements; agree goals, formalised operational procedures, joint funding, staff cross training or shared information processes.

4. Consolidation
A consolidated system is often characterised by an umbrella organisation with single leadership in which certain functions are centralised. 

5. Integration
A fully integrated activity or system has a single authority where activities are fully blended and funding is pooled. 















5.	 Rehabilitation Progression Paths
















Medical treatment of heroin addiction has been based on substance substitution therapy, methadone, for many years. In theory, this approach is beneficial in that it removes the illegal dimension to the habit therefore reducing involvement in crime associated with securing street drugs.  It also reduces the harm associated with injecting behaviour on drug users’ health.

However, methadone maintenance can for some users be problematic.  Very high dosage levels (80mls and higher) to achieve heroin substitute effects are required by some clients who can also use other drugs such as heroin, cocaine, benzodiazepines and alcohol while on methadone programmes. This group have complex needs and are the most difficult to progress.   

Methadone maintenance is managed in Ireland through the Methadone Treatment Scheme, which is part of the HSE Primary Care Reimbursement Service.  It involves an individual with heroin addiction seeing a participating medical practitioner for a short visit each week, to briefly review their dosage level and collect a repeat prescription. For other, more chaotic clients they are required to visit medical services daily and to take methadone under supervision. Visits to GP practices / HSE clinics can be short in duration, though they are sometimes supplemented with referral to HSE and other counselling services. 

At any one time 300 people are in receipt of methadone services in Blanchardstown. Approximately half (150) access methadone from local clinics with the remainder obtaining their methadone from pharmacies. These are accessed through the following centres;

	HSE methadone maintenance treatment -Corduff health centre, No 10 Dromheath Avenue and Mountview Health centres are the main HSE methadone distribution mechanisms in Blanchardstown. Methadone is also prescribed on site in the CDTs through the Solas clinics.
	GPs under methadone protocol scheme through their GP practices.
	A small number (approximately 30) people from Blanchardstown are prescribed methadone in prison. 













The process of rehabilitation is ongoing. Aftercare supports are required to support clients to continue to progress. Employment, training and re-establishing daily structure are crucially important to support clients at this point. Structured programmes such as Bridge to the Workplace, LES supports and mainstream adult education offered by the VEC are examples of structured aftercare. Support groups can also play a crucial role in maintaining drug free status. 


5.7	Four Tier Model 

A four tier model to service provision is proposed nationally. This is based on an adaptation of the UK model whereby the continuum of services required fits under a four tier framework of services. The four tiers are:

1.	Education and health services
2.	Drug and alcohol services
3.	Specialist practitioners
4.	Dedicated stabalisation and detoxification services.

The following chart outlines the continuum:

Tier	Role	Target	Service	Providers
1	These services have the competence to screen and identify drug misuse and to refer into local specialized drug treatment systems.	Those who are considering, commencing or experimenting with drugs and alcohol. 	Drug related information and advice, screening and referral to specialized drug treatment	General health care settings, social care, education or criminal justice. They are usually in settings where the main focus is not drug treatment
2	These services are provided by competent drug and alcohol specialist 	People who are abusing drugs or alcohol and encountering problems through their drug use	Drug relation information and advice, triage, assessment, referral to drug treatment, harm reduction interventions, psychosocial interventions	Specialist addiction services, outreach, primary care, pharmacies, criminal justice settings, in the community, probation
3	These services are provided by competent drug and alcohol specialists 	People who are abusing drugs or alcohol and encountering problems through their drug use	Drug relation information and advice, triage, assessment, referral to drug treatment, harm reduction interventions, psychosocial interventions	Specialist addiction services, outreach, primary care, pharmacies, criminal justice settings, in the community, probation
4	Medical staff with specialized substance misuse competency for proving assessment, detoxification/assisted withdrawal programmes, stabilization and interventions for specific groups	Drug and alcohol dependent users with severe and complex problems	Residential specialised drug treatment which is care planned and care coordinated to ensure continuity of care and aftercare	Specialised dedicated inpatient or residential substance misuse units or wards. Residential programmes which can be attached to inpatient units (can be separate). Half way houses, specialist detox units/therapeutic communities

While this is largely supported nationally, there are challenges for service providers to clearly fit under one tier.  


6.	Snapshot of Current Services

The following outlines the services provided by organisations involved by the organisations involved in BIPI.  Therefore, many services, particularly focussing on prevention, treatment and support are not outlined.  In particular the services provided by the HSE through addiction services- counselling, consultant psychiatrist, methadone dispensing etc are not outlined.  If plans are implemented, the central addiction treatment centre planned for Coolmine Industrial Estate will change how many service users access HSE services which are currently largely provided in health centres and community locations across Blanchardstown. 





























There are currently three community drugs teams (CDTs) in Blanchardstown – Mulhuddart Corduff CDT, Mountview Blakestown CDT and Hartstown Huntstown CDT. The CDTs were established in 1998 with a specific geographic remit. Mulhuddart Corduff CDT is located in the community that it serves (Parslickstown House Mulhuddart) with the other 2 CDTs operating from Coolmine Industrial Estate. This is due to the lack of suitable, available premises in the other communities and local considerations at the time of the establishment. 

Mountview Blakestown CDT and Hartstown Huntstown CDT are currently at an advanced stage in a merger process. This merger was directed by the HSE their core funder and it is anticipated that the merger will be completed in the coming months. 





Hartstown Huntstown Community Drug Teams
Role	HH CDT provides service users with a range of services based on client need. HH CDT works across the continuum of care; therefore there are no entry criteria to adhere to. HH CDT aims to reduce the harm caused by drug misuse to individuals, their families and the community. They also aim to reduce the risk behaviour associated with drug misuse through a series of education and prevention programmes. This CDT provides a variety of practical supports and holistic services. They support and facilitate drug users in the area who wish to access treatment and rehabilitation and afford them the opportunity to do so via coordinated care plans. 
Client Profile	HH CDT provides supports and services for people in varying stages of drug misuse along the rehabilitation continuum. The following framework aids in the description and analysis of their work. Chaotic drug use –Initial responses include structured drop in, assessment, crisis intervention and harm reduction programmes such as needle exchangeStabilisation of drug use – responses include development of coordinated care plans, referral to methadone maintenance programmes, work on ancillary issues such as self esteem, economic and housing issues etc.Detoxification of drug use – following stabilisation to an agreed level, drug users are encouraged to detoxify. This can occur in the community through GP support or through residential detoxification. HH CDT facilitates this process through care planning and referral systems.Drug free – clients at this stage may opt to participate in a drug free residential programme or continue to live in the community. HH CDT also provides supports and services to those affected by drug mis-users (mothers, fathers, children, siblings, partners and friends). 
Services	One to one support and care planning, complete with progression focus interventions/referrals. Information, advice and support. Harm reduction through outreach, structured drop in and needle exchange is also provided. Supporting access to methadone maintenance and ongoing methadone stabilisation support through staff presence at weekly methadone dispensing clinics in Riverside Medical Centre and Solas Clinic where support to GPs, information and support to clients is central to the service provided.  HHCDT also provides urine analysis services and hosts a series of clinics onsite (CTC and Serenity). Genesis provide on site counselling on a weekly basis. HHCDT also supports 2 family support groups onsite. 
Processes	HHCDT is actively involved in a number of inter-agency collaborations. HHCDT works to protocols (lead agency & confidentiality), use a care planning approach to case management and operate their referrals system using the inter-agency protocols. They develop tailor made care plans with clients to develop progression pathways. HHCDT operates within the standards specified in the HSE Service Arrangement and is currently in the process of implementing QuADS to quality assure its service.
Collaborative Working	HH CDT works with a number of services to support client progression. It works particularly closely with Tolka River Project and Coolmine TC. 
Management and Staffing	HHCDT is staffed by 1 F/T Coordinator, 3 F/T Project Workers, 1 F/T Project Worker with an outreach brief, 1 F/T Administrator and 1 General Office Asst. (CE).
Governance	HHCDT is governed by a small board of directors which is composed of representatives from the local community. 
Funding	HHCDT receives funding from the HSE and BLDTF. In line with other services funding has been reduced in 2010






Mountview Blakestown Community Drug Team
Role	MB CDT also works across the rehabilitation continuum. They also base their services on client need. MB CDT aims to reduce the harm caused by drug misuse to individuals, their families and the community. This CDT provides a variety of practical supports and holistic services which include: outreach, harm reduction, counselling, support groups and provide support to drug users who wish to access treatment and rehabilitation.  
Client Profile	All three CDTs mainly focus on working with clients who are actively using drugs, or on methadone maintenance programmes. Many of these clients are very chaotic and are amongst the most vulnerable drug users locally. Substantial family, financial, criminal and housing issues exist for a large cohort of their clients. While stabilisation on methadone, is an initial intervention of the CDTs, given the high dosage levels required by many clients and their supplementary use of other drugs progression along the rehabilitation continuum can be extremely challenging. Therefore, a high proportion of CDT clients are long term clients who are very challenging to progress to detoxification. MB CDT works primarily with drug users from the Mountview and Blakestown area. However, clients from other parts of Blanchardstown do access their services (this is true of the other CDTs also)
Services	As highlighted in the role section, MB CDT provides harm reduction through outreach, drop in and needle exchange. They support access to methadone maintenance and ongoing methadone stabilisation support through, staff presence at weekly methadone dispensing clinics in Mountview HC where support to GPs, information and support to clients is central to CDT services.  MB CDT also operates a weekly methadone scripting service (Solas) on site. MB CDT also provides urine analysis services. Genesis provide on site counselling in the three CDTs on a weekly basis. MB CDT runs 2 family support groups which are linked to the local network. MB CDT is also working regularly with Travellers who are using drugs. This is an important achievement. MB CDT also runs a cocaine support group for clients whose primary addiction is cocaine. This is in response to the needs of cocaine users, who in line with national trends, have grown substantially in recent years.
Processes	MB CDT have a number of long term very vulnerable clients. 
Collaborative Working	MB CDT works with a number of agencies in Blanchardstown. This includes the other CDTs and Coolmine. Services such as HSE addiction counselling, CWO and Genesis counselling are provided on site.  
Management and Staffing	The management and staffing structures and levels are broadly similar in each CDT. Staff retention has been high, with low levels of staff turnover in recent years. MB CDT is staffed by 1 F/T Coordinator, 3 F/T Project Workers, 1 F/T Project Worker with Outreach Brief, 1 F/T Administrator and 1 General Office Asst. (CE).
Governance	MB CDT is a limited company, governed by an independent management committee who are composed of representatives from local communities, voluntary and statutory sector bodies. MB CDT has a LDTF representative on their board. As highlighted earlier, the boards of MB CDT and HH CDT are preparing for merger at present.
Funding	All 3 CDTs receive their core funding from the HSE and BLDTF (interim funding which is recommended by the HSE). Funding available for the CDTs to carry out their work has reduced in 2010.





Mulhuddart Corduff Community Drug Team
Role	MC CDT also works with clients who have long term addiction issues. They work across the rehabilitation continuum. They also base their services on client need and work with service users in a non judgemental way. MC CDT aims to reduce the harm caused by drug misuse to individuals, their families and the community. This CDT provides a variety of practical supports and holistic services which include: outreach, harm reduction, counselling, support groups and provide support to drug users who wish to access treatment and rehabilitation.  
Client Profile	MC CDT mainly focuses on working with clients who are actively using drugs, and/or on methadone maintenance programmes. The majority of these clients are very chaotic and are amongst the most vulnerable drug users locally. Substantial family, financial, criminal and housing issues exist for a large cohort of their clients. While stabilisation on methadone, is an initial intervention of the CDTs, given the high dosage levels required by many clients and their supplementary use of other drugs progression along the rehabilitation continuum can be extremely challenging. 
Services	MC CDT provides harm reduction through outreach, drop in and needle exchange. They support access to methadone maintenance and ongoing methadone stabilisation support through, staff presence at weekly methadone dispensing clinics in No 10 Dromheath Avenue (Mulhuddart) and Corduff HC where support to GPs, information and support to clients is central to CDT services.  MC CDT also operates a weekly methadone scripting service (Solas) from CDT premises. MC CDT also provides urine analysis services. Genesis provide on site counselling in the three CDTs on a weekly basis. MC CDT runs 2 family support groups from Mulhuddart and Corduff which are linked to the local network. In recent years MC CDT has developed a more structured approach to supporting clients to prepare for stabilisation and detoxification. This gap was identified through BIPI and by workers, drug users and families in the area. A 24 week Arising programme, which aims to reduce drug usage to the point that participants fit the criteria to access other stabilisation programmes has been developed and run by this CDT over the last 18 months.
Processes	MC CDT has a range of clients many of whom are very vulnerable. Key workers are allocated to all clients.
Collaborative Working	MC CDT works with a number of agencies in Blanchardstown appropriate to clients needs. This includes the other CDTs and Tolka River. It has strong linkages with HSE addiction services. MC CDT has chaired the IAP initiative since its inception.
Management and Staffing	The management and staffing structures and levels are broadly similar in each CDT. Staff retention has been high, with low levels of staff turnover in recent years. HHCDT is staffed by 1 F/T Coordinator, 3 F/T Project Workers, 1 F/T Project Worker with Outreach Brief, 1 F/T Administrator and 1 project worker employed through CE.
Governance	MC CDT is a limited company, governed by an independent board of directors who are composed of representatives from local communities, voluntary and statutory sector bodies. 
Funding	MC CDT receive its’ core funding from the HSE and BLDTF (interim funding which is recommended by the HSE). Funding available for the CDTs to carry out their work has reduced in 2010.
Data Collection	MC CDT has a networked IT system. However, the approach to data collection is currently largely paper based with statistical information collated manually.  









The Tolka River Project (TRP), having been part of the establishment of BIPI, closed its service between 2006 and 2008. This period allowed for review and re-structuring of the service. TRP is located beside Buzzardstown House, between Corduff and Mulhuddart. 

Tolka River Project
Role	Tolka River Project is a day rehabilitation project for people stabilised on methadone. It provides therapeutic and education/training interventions to support participant progression. TRP is a Community Employment Scheme which caters for 14 participants, however an additional 2 participants attend on a voluntary basis, therefore 16 participants in total access TRP services. All clients who enter TRP enter a preparation and assessment phase to prepare for the programme which lasts between 2- 8 weeks.
Client Profile	TRP is open to people across Dublin 15, particularly targeting the LDTF area that are stabilised on 80mls of methadone or less. Participants are not permitted to use street drugs. The clients average client ages are between 25-35 years and have been in addiction for approximately 10 years. Education and training levels vary, therefore education and training is tailored to suit client needs. 
Services	TRP provides a wide range of rehabilitation and vocational/training activities which includes: Adult literacy services provide FETAC level education interventions in maths, computers and communication. BAP –healthy food made easy programmeFETAC and other accredited programmes include: relapse prevention skills, personal development, behavioural changeA range of group therapy, holistic therapies and confidence building is central to the programmeTRP is using QUADS to quality assure its service. High quality, evidence based interventions are strived for within TRPs service.
Processes	TRP use the Treatment Outcomes Profile (TOP) assessment tool to assess client needs on commencement of the programme. The outcomes of this assessment feed into the development of the client care plans. The care plan is reviewed weekly, using the Star outcomes chart. Clients and their designated project workers are involved in the assessment, planning and review process. On a six weekly basis the client, project worker, CE supervisor and TRP Manager meet to assess progress. The FAS individual learner plans dovetail with the assessment and client management tools used by TRP.
Collaborative Working	In 2009, 63 people were referred to TRP with 28 completing assessment, (7 male and 21 female). Therefore a 66% progression rate from referral to participating on the programme occurred. Referral data is presented in appendix 2 to this document. Collaboration with HH CDT is strong as they co-facilitate the Tolka River pre entry programme.
Management and Staffing	TRP is staffed by 2 project workers, 1 CE supervisor and a Project Manager who is seconded from Coolmine TC.
Governance	TRP has a board of directors which is composed of representatives from the local community, voluntary/community and statutory organisations. The LDTF is represented on the board. TRP experienced governance issues in the past which were addressed as part of the review and re-structuring process. New systems and structures were put in place to re-establish the current TRP.
Funding	TRP receives funding from FAS, LDTF and DCRGA. Funding has been reduced in 2010.
Data Collection	TRP places a strong emphasis on record keeping and data management. It has an IT based system which helps support data collection which is used for reporting purposes. It also provides information to the HRB NDTRS national data system.


6.3	Coolmine Therapeutic Community 


Coolmine Therapeutic Community (CTC)
Role	Coolmine provides a range of community and residential services to empower people to end their dependence on drugs and alcohol. It focuses on abstinence as the most desirable and practical treatment outcome. However, Coolmine recognises the importance of offering a service to drug dependent clients whose commitment to a drug free life is evolving. Coolmine is open to referrals from across the country including Blanchardstown.
Client Profile	In line with the 4 steps model, there is agreement that admission to intensive residential programmes targets clients who have unsuccessfully attempted to achieve recovery or stability in less intensive treatment settings. Therefore clients with more complex and well established drug problems are key targets for Coolmine services.
Services	Coolmine provides a range of services under three main headings:1. Access2. Primary Rehabilitative Treatment3. Progression, integration and aftercareFurther detail is presented in appendix 3 to this document.
Processes	All clients are allocated a key worker on admission to Coolmine. Following assessment a holistic care plan is agreed. Clients meet with their keyworker to update this plan each week. A care plan review takes place every 6 weeks with the client and their keyworker. This is facilitated by a Care Manager. When working with agencies in Blanchardstown involved in the BIPI initiative, Coolmine uses the protocols developed to ensure smooth transition to its services.  Coolmine is reviewing quality standards and uses QUADs. It is also involved in a community to communities peer review process.
Collaborative Working	Records highlight that referrals from agencies involved in BIPI in 2009 were low. One referral was made by MC CDT to Ashleigh House and a number of the women currently in Ashleigh House were referred by HH CDT. In the past high levels of referrals were made by RIS to Coolmine and from Coolmine to LES. This pattern has changed largely due to a) reduced staffing levels in RIS and b) the employment of a career guidance staff member in Coolmine. Referrals to Coolmine were high from prison services, probation, chrysalis counselling, St John of Gods, Keltoi, Merchants Quay, Anna Liffey Project.Due to increasing referrals from probation, it has been agreed that one Probation Officer acts on behalf of all probation referrals and works with Coolmine to support client progress. This collaborative approach is working very effectively. Coolmine are also working closely with Focus Ireland, to dovetail both organisations expertise and roles in relation to addiction and housing provision.Increasing client participation to facilitate feedback is now more central to how Coolmine develops and runs its services. A client participation forum which meets every six weeks has been established to build on this commitment.
Management and Staffing	Coolmine employs 33 full time staff. In 2009 a dedicated family support worker was employed to increase supports given to clients and families. A dedicated career guidance worker is now also employed by Coolmine.
Governance	Coolmine is governed by a board of directors. 
Funding	Coolmine receives funding from a range of sources which is broken down approximately as follows: 25% HSE, 25% LDTF, 25% Probation and 25% clients. Funding has been reduced in 2010.








Role	The Rehabilitation Integration Service HSE was established in 2001. Blanchardstown is one of a small number of areas to have an established RIS service. Its role is to work with individuals who want to move from problematic drug use through care planning. 
Client Profile	Clients who access RIS services are at different points of the progression continuum. From January until the end of March 2010, the RIS worked with approximately 17 clients. Clients are from the Blanchardstown area. Due to staffing shortages, there has been a substantial reduction in the numbers of clients which can be worked with through the service. Priority is given to clients who are ready for referral to detoxification.
Services	Initial contact with clients comes from referrals from other agencies and also through RIS staff inputs in other services such as Arising and Tolka River. The RIS plays a key linkage role in connecting clients to services and supports which meet their progression needs. It also plays a direct role in supporting progression and monitoring progress.
Processes	The RIS has a range of tools to support client care planning. These include an assessment form, care plan, release of information and review forms. Clients are fully involved in the development of their care plan and in assessing progress. The protocols and tools developed through BIPI are used referring to and from RIS. 
Collaborative Working	Collaboration with HSE services such as the psychiatrist, prescribing GPs, and counsellor are currently very regular. Working closely with stabilisation and detoxification services such as Soilse and Cuan Dara are also high. The RIS notes that collaborative working with a number of agencies who are part of the BIPI initiative is lower than in the past. Collaborative working with the LES, Tolka River and BLTDTF is higher than with the CDTs. This is largely due to the reductions in RIS staffing in recent years.
Management and Staffing	There is currently a part time Manager (who also manages the RIS in Finglas) and a full time staff member who has recently returned to work after a long absence. The embargo on recruitment has impacted on staffing levels within the RIS.
Governance	The RIS is under the auspices of the HSE.
Funding	The RIS receives all of its funding through the HSE. As outlined above staffing embargos have impacted on the service.







Role	Genesis is a community based systemic psychotherapy service. It provides counselling for people experiencing a wide range of concerns by supporting them to explore possible options for response. It is open to people from across Dublin 15, including people experiencing or affected by addiction.
Client Profile	Approximately 300 clients attended Genesis in 2009 a proportion of whom directly experience drug issues. While Genesis charges for its service, the cost is based on ability to pay. Demand for Genesis services are high with some clients waiting up to 3 months for an initial appointment. Genesis is not a drug specific counselling service.
Services	Genesis operates its services from its counselling service in Corduff which is open Monday-Thursday on an appointment basis. In 2009, Genesis recommenced providing counselling on a weekly basis in the 3 CDTs. This service allows CDT clients to access counselling quickly and easily. Demand for this service by the CDTs fluctuates. Clients on high levels of methadone, particularly those who are using street drugs are not able to readily engage in counselling. This issue has emerged for some clients who wish to engage in counselling.
Processes	Other services such as Tolka River have a number of clients who wish to access Genesis services. They are required to attend the central service in Corduff.
Collaborative Working	Genesis operates in compliance with the code of ethics and training standards of the Family Therapy Association of Ireland, the Irish Council for Psychotherapy and the European Association of Psychotherapy. At the initial appointment clients are required to sign a form to engage in therapy, the service is explained and a confidential information sheet is signed.At least 33% of Genesis clients are referred from other agencies. This includes the CDTs.
Management and Staffing	At present there is a full time Manager, 3 half time registered psychotherapists, one half time family/addiction therapist and 6/7 interns. 
Governance	The Board of Directors of Genesis has undergone substantial re-structuring in recent years. Substantial work has taken place to address governance issues, to put polices and procedures in place to support the effective running of Genesis. It is planned to develop a strategic plan for the organisation later this year. 
Funding	Genesis receives funding from the HSE, LDTF. In line with other services funding has been reduced in 2010




Local Employment Service (LES)
Role	The LES offers one to one service to clients to explore their employment needs, agree training, education or up-skilling to gain employment. LES services are available to all jobseekers in the Blanchardstown area. LES also works with employers to support their local recruitment needs.
Client Profile	LES traditionally targeted job seekers from Blanchardstown who require intensive supports to access employment. Many clients were dependent on social welfare over a long period, had low levels of education, limited employment experience and low self confidence. This includes drug users who are at a point in their rehabilitation where they are pursuing further education, training or employment. However, due to the current unemployment crisis, LES services are being increasingly focussed on National Employment Action Plan referrals who are predominantly more recently unemployed.From January to March 2010, 256 clients availed of LES services 9 of which were former drug users.
Services	LES offers a range to clients which include:One to one mediationGuidance counsellingJob seeking skillsTraining and educationPlacement and aftercare post placement
Processes	LES clients are referred, or can self refer into the LES service. Client assessment, planning and monitoring are based on agreed national practices. Clients have an allocated mediator who supports clients and reviews progress. 
Collaborative Working	The LES works most closely with RIS. It has a low level of engagement with the other organisations involved in BIPI. The protocols developed through BIPI are used when working with the organisations who refer clients to the LES.
Management and Staffing	Blanchardstown Area Partnership is contracted by FAS to run the LES service. There are 18 staff which include a Manager, 2 mediators based in Mulhuddart, 2 mediators in Mountview, 1 mediator in Dillon House, 1 Jobs Club Co-ordinator, 1 Training Co-ordinator, 1 Employer Liaison Officer, 1 Employment Mediator, a part time adult guidance post and 5 front line staff. The requirement to work collaboratively with other services is not included in staff contracts or induction material.
Governance	The LES is governed by the board of BAP.
Funding	The LES receives its funding from FAS, which reduced its allocation in 2010





Role	LDTFs play a central role in implementing the National Drugs Strategy (NDS). BLDTF was established in 1997, as one of 11 (now 14) LDTFs set up to facilitate a more integrated local response to drugs issues. It co-ordinates responses to drug issues locally. It plays a key role in planning for the strategic future of services, and acts as the conduit of funding between the OMD and many services in the area based on service level agreements. BLDTF plays a supportive role in BIPI actively supporting it ongoing development. The BLDTF Co-ordinator represents LDTF Co-ordinators nationally on the NDRIC framework committee.
Services	BLDTF does not work directly with clients. It acts largely in a co-ordination role and implements the BLDTF strategy through inter agency sub committees- education prevention, treatment and rehabilitation, procedures and evaluation and justice and supply. Through its work it provides the following services:Training to provide organisations locally with the information, skills and competences to carry out their workDevelopment support to organisations through participation at governance level, one to one supportsDirect interventions including leading in Strengthening families programmes, CRA training, Pathways to supportNetwork development e.g. Family Support NetworkReporting to funders on progress and acting as the conduit for €1.1 million of funding to local servicesLobbying at national level 
Collaborative Working	BIPI works with all agencies involved in BIPI. All of the organisations involved in BIPI with the exception of LES and RIS receive funding through BLDTF. An average of €100,000 will be received by each of the other 6 organisations through LDTF funding in 2010 (€600,463 this follows reductions of 11% on average). While service level agreements exist they are currently being reviewed.
Management and Staffing	BLDTF employs a manager, 5 full time staff (including an administrator), 2 JI and 2 CE workers. The BIPI co-ordinator is also employed by BLDTF on a part time basis.
Funding	BLDTF funding is received through the OMD and was reduced in 2010.




























It is very positive that service options have continued to develop and expand for clients in Blanchardstown. Substantial service gaps such as stabilisation programmes, rehabilitation programmes identified in the evaluation of BIPI 2006, have been addressed. However, these services, particularly the Arising stabilisation programme run by MC CDT and the newly restructured TRP are at an early stage of development. 

Reductions in the budgets available to all services in Blanchardstown are a real cause of concern. The reductions in 2009 and 2010 look set to be followed by substantial reductions in 2011. The RIS has experienced staff shortages for some time. For services in Blanchardstown with a rising client base, who are generally at an early stage in development this is a particularly worrying trend.

Some organisations involved in BIPI have actively embraced quality assurance systems and internal evaluation mechanisms such as QUADS and community to community. This is increasingly becoming central to national policy.

The planned merger of MB CDT and HH CDT will create a large CDT with a range of skills, experiences and competences. The new premises will offer opportunities for further service developments. However, merger processes, by their very nature, involve change which must be managed carefully and sensitively. The retention and development of services is central to maintain as part of the new organisation.

The move of HSE services to Coolmine Industrial Estate also offers opportunities for clients. However the current difficulties experienced in negotiations may impact on the plan to re-locate. If this occurs, the ability to continue to pursue central HSE services becomes more challenging for the area to pursue.

The expansion of Genesis services to include outreach and prioritisation of CDT clients is a very positive development. However, demand from other services, whose clients are ready to engage in counselling such as Tolka River is also high.
















As outlined in the introduction to this section, the organisations in Blanchardstown have a long history and commitment of working together. In the past agencies at the later stages of progression worked closely together (LES, RIS and Coolmine) and organisations at the initial stages (CDTs). While these patterns somewhat remain, there appears to be greater interaction by organisations across the continuum. However, collaborations to progress clients can still be explored e.g. ensuring that there is a smooth transition between Arising and Tolka River.

The tools to support collaborative working are available to staff in all organisations involved in BIPI. How they are used and managed varies. There is no requirement by funders for organisations to use the BIPI protocols

Many of the organisations involved with BIPI work closely to progress clients outside of the BIPI protocols e.g. probation, HSE addiction, methadone dispensing GPs, residential detoxification facilities, step down housing. Some of these agencies are involved in the IAP Blanchardstown protocol group. The roll out of the protocols developed to support collaborative working within treatment is similar to those developed by BIPI. Therefore there is a real opportunity for the organisations involved in both initiatives to dovetail the protocols agreed to ensure that referrals and client management at all points in client progression are consistent.






Clients of services are highly dependent on the level of service and support that they receive from staff. The organisations involved in BIPI have highly skilled, dedicated and experienced staff. Turnover levels have been low. However, the work with some of the most disadvantaged, chaotic and vulnerable members of society should not be underestimated. There is a need to ensure that staff in the organisations involved in BIPI are supported to develop their skills as they are sometimes challenged to embrace new ways of working. Staff are central to all aspects of BIPI work.













	Engage directly with the National Rehabilitation Co-ordinator to explore possibilities for BIPI to become one of the 5 national pilot projects.




	A discussion document highlighting the impact of continuing reductions in funding to services in Blanchardstown should be considered 
	Collaborative approaches to reduce expenditure and share resources to maximise existing resources should continue to be explored. How services are allocated should be explored. 
	Recommendations from the recent evaluation of the Arising programme need to be considered and implemented.
	Introducing quality standards which are implemented across all areas of work that the organisations involved in BIPI implement should be explored. The experience of the organisations who are rolling out these mechanisms locally can be utilised to inform further work in this area.
	High quality aftercare to support drug free clients is a service gap/concern noted locally through interviews with services.





	Client management best practice based on NDRIC guidelines should be considered and adopted by all organisations.








	The BIPI steering group need to consider the aims, objectives and outcomes required from this phase of the initiative, the organisations involved and how it works with organisations involved in the IAP




	Provide opportunities for staff to develop competencies and share skills/experiences in successfully working to progress clients collaboratively.











Appendix 1:	National Drugs Strategy Organisational Structure 2009-2016
Appendix 2:	Additional Information re. CDTs
Appendix 3:	Referral Data for Tolka River Project






























Taken from National Drugs Strategy (interim) 2009-2016


Appendix 2: Additional Information re. CDTs
Area	MC CDT	HH CDT	MB CDT
Information	CWO every Friday by appointment		HSE CWO Thursday morning
Advocacy supports	Court, social workers, housing	Court, social workers, housing	Court, social workers, housing
Needle Exchange	Thursday evening 5.30-7.30pm5 clients per week	Wednesday evening10-8pmThursday 10-5pm6-8 clients per week	Monday and Tuesday10-6pmFriday 10-5pm
Methadone supports	Solas 15 clients per weekNo 10 Dromheath Avenue, Mulhuddart 28 clientsCorduff HC- 35 clients per week	Solas 24 clients per weekOutreach support Dr McGinnity 12 clientsSupport to approx 60 methadone users per week	Solas  clientsMountview HC
Urine Analysis	45 clients Jan-March 2010		
Counselling	Genesis on site- 3 clients per weekHSE addiction counsellor on site	GenesisHSE addiction counsellor on site	Genesis on site Wednesday pmHSE addiction counsellor on site Friday 
Drop in	Monday-Friday 9-5pm, Friday 12-2pm (Arising participants)		Monday-Friday
Holistics	Accupuncture, Indian head massage, full body massage, shiatsu, personal performance coaching, self image psychology	Relaxation, massage	
Support groups	Link to strengthening families2 family support groups	Family support group	Cocaine support group Thursday nights2 family support groups Thursday pm and Friday morning
Stabilisation day programme	Arising- currently 15 participants	Co –facilitate Tolka River 4 hours weekly	
Outreach	Dedicated worker	Dedicated worker	Dedicated worker
Rehabilitative activities	Structured day programmes, e.g. hiking		Boxercise Thursdays 12-16 clients
Taster education/training			
Aftercare	MC CDT co-facilitating the evening aftercare programme of TRP		LADS- temporarily suspended


Appendix 3: Referral Data for Tolka River Project


HSE Addiction Services	HH CDT	MC CDT	MB CDT	Self referrals	Family significant other	Merchants QuayPrison	Other(DROP Dun Laoghaire
17(12 male 5 female)	19(5m, 14 f)	10(3 Arising m, 3 m, 4 f)	8(4m, 4f)	2(2f)	2(2m)	1(1m)	1(1m)

In addition HSE addiction services and HH CDT referred one male 
HSE addiction services and MC CDT through Arising referred 2 males










Appendix 4: Coolmine TC Service Provision

Service Area	Offerings	Client Numbers	Location
1. Access	Outreach service to prison and communities	599 clients were seen on an outreach basis in 2009	
	Drop in facilities		Lord Edward Street- City Centre
	Stabilisation day programme- 15 participants	A total of 89 admissions were made in 2009, a retention rate of 25% was calculated. 22 clients progressed.	Lord Edward Street- City Centre
2. Primary Rehabilitative TreatmentMinimum of 6 months	Men’s residential- 25 participants	54 men were admitted to Ashleigh House in 2009. A retention rate of 62% was recorded. 18 clients progressed.	Coolmine Lodge- Blanchardstown
	Women’s residential- 15 participants	29 women were admitted to Ashleigh House in 2009. An overall retention rate of 63% was recorded. 16 clients progressed.	Ashleigh House-Blanchardstown
	Structured day programme – drug free- 12 participants	31 admissions were recorded in 2009. A retention rate of 60% was recorded. 16 clients progressed.	Lord Edward Street- City Centre
3. Progression, integration and aftercareMinimum of 6 months	5 step down or community housing projects (20 residents)	11 clients accessed accommodation with average occupancy of 55%	3 in Blanchardstown1 in the City Centre1 in Baldoyle
	Dedicated aftercare and family support	A total of 51 clients were worked with in the aftercare programme. A 74% retention rate was recorded	
	Community Employment (15 places)	25 participants were worked with in 2009, 12 of which were new participants.	










The strategy is clearly states a commitment to approaches that support progression across a continuum of care. It also identifies the need to support long term drug users along a progression route. Of the 17 actions identified in the interim strategy, the 


Following seven are identified as being the most relevant in informing the work of BIPI. These are to:

i)	Develop a comprehensive integrated national treatment and rehabilitation service for all substance users using a 4 tier model. This will incorporate i) the ongoing development of the spread and range of treatment services, ii) the recommendations of the report of the working group on drugs rehabilitation, c) recommendations of the HSE working group on residential treatment and rehabilitation and iv) the provision of access to substance misuse treatment within one month of assessment
ii)	Maximise operational synergies between drug addiction services, alcohol treatment and rehabilitation services, general and emergency hospital services and mental health services. A focus on addressing the needs of dual diagnosis clients is also emphasised.
iii)	Expand the availability of and access to i) detoxification facilities, ii) methadone services, iii) under 18 services, iv)needle exchange
iv)	Review the methadone treatment protocol to maximise the provision of treatment to facilitate appropriate progression pathways (including exist form methadone treatment where appropriate) and to encourage engagement with services. The review will include engagement with the community and voluntary sectors.
v)	Continue the expansion of treatment rehabilitation and other health and social services in prisons. Develop an agreed protocol for the seamless provision of treatment services as a person moves between prison and the community.
vi)	Address the treatment and rehabilitation needs of specific groups including Travellers












Appendix 6: Interagency questions


The following guide taken from Konrad is useful to consider:

Focus	Questions
Partners	Who are the major organisations involved? Under whose auspices is the project operating? In which sectors does each operate? What are their individual sources of authority and inter-relationships?
Target Population	Who are the programmes and services directed to? Who are the intended users?
Goals-	What is the initiative expected to accomplish?
Policy and Legislation	What programmes are included in the initiative and what is their statutory basis?
Governance and Authority-	Who is responsible for the initiative? Who makes the final decisions and how are they made?
Model-	How are the goals of the initiative carried out? How are service delivery structures and relationships designed and organised-functionally and geographically?
Stakeholders-	How are stakeholders considered and involved in the project? Are all represented? Are service recipients included in project planning, operations and review?
Planning and Budgeting-	How are needs determined? How are resources requested, allocated and administered?
Financing-	What funding is available? How can funding be combined? What restrictions are in place?
Outcomes and Accountability-	How does the initiative define success? How is this measured?
Licensing and Contracting-	How are providers and services procured? How are materials and products obtained? How are standards set and quality assured?
Information Systems and Data Management-	What systems are in place to support the initiative? How is data recorded and shared? What provisions are made for confidentiality and what restrictions apply?






Appendix 7: 	NDRIC Membership 

Name	Address	Organisation	Contact details – email	Phone No.
Sgt. Brian Roberts	Gárda Drugs Unit	Garda Drugs Unit	Brian.roberts@garda.ie (​mailto:Brian.roberts@garda.ie​)	01-6669900
Dr. Vivian Guerin	Probation Service , DJE&LR, Haymarket, Dublin 7	DJE&LR	vmgeiran@probation.ie (​mailto:vmgeiran@probation.ie​)	01-8173600
Fiona Carolan	CDVEC,  Ballsbridge, Dublin 4	Dept. of Education & Science	fgcarolan@eircom.net (​mailto:fgcarolan@eircom.net​)	01-8746642
John McCarthy		Dept. of  EH&LG	John_mccarthy@environ.ie (​mailto:John_mccarthy@environ.ie​)	01-8882000
Mr. Eamon Carey	FAS Community Services, 27/33 Upper Baggott St	FAS	Eamon.carey@fas.ie (​mailto:Eamon.carey@fas.ie​)	01-6070500
Gerry Mangan	Social Inclusion Unit, Dept. of Social & Family Affairs	Dept. of Social & Family Affairs	Gerry.mangan@welfare.ie (​mailto:Gerry.mangan@welfare.ie​)	01-7043000
Michael Conroy	DCRGA, Dún Amhirgín, 43/47 Mespil Road, Dublin 4	DCRGA	MConroy@pobail.ie (​mailto:MConroy@pobail.ie​)	01-6473000
Paul Conlon	Coolmine Therapeutic Community,Coolmine, Dublin 15	Voluntary Drug Sector	paulc@coolminetc.ie (​mailto:paulc@coolminetc.ie​)	01-6794822???
Mick Devine	Tabor Lodge, Ballindeasig, Belgooly, Cork	Voluntary Sector	mdevine@taborlodge.ie (​mailto:mdevine@taborlodge.ie​)	021-4887110
Joan Byrne	Saol Project, 58 Amiens Street, Dublin 1	Community Sector	joan@saolproject.ie (​mailto:joan@saolproject.ie​)	01-8553391/8553393
Teresa Weafer	RDRD, 17 Irishtown Road, Dublin 4	Community Sector 	rdrdacc@eircom.net (​mailto:rdrdacc@eircom.net​)	
Dr. Siobhán Rooney	DTCB, Trinity Court	HSE - Consultants	Siobhan.rooney2@hse.ie (​mailto:Siobhan.rooney2@hse.ie​)	087-2518280
Dr. Denis O’Driscoll	Bridge House, Cherry Orchard Hospital	HSE - Pharmacists	Denis.odriscoll@hse.ie (​mailto:Denis.odriscoll@hse.ie​)	01-6206400
Dr. Hugh Gallagher	Domville House, Ballymun	HSE GP Co-ordinators	huigh.gallagher@hse.ie (​mailto:huigh.gallagher@hse.ie​)	01-8620298
Trish Garland		HSE Counsellors	Patricia.garland@hse.ie (​mailto:Patricia.garland@hse.ie​)	071-9140409
Tony Barden	Beech House, Dunmore Road, Waterford	HSE Reg. Drugs Co-ordinator/AOMs	Tony.barden@hse.ie (​mailto:Tony.barden@hse.ie​)	087-9969585051-846721
Chris Black	Maudlin’s Hall, Dublin Road, Naas	RDTF Co-ordinator	Chris.Black@hse.ie (​mailto:Chris.Black@hse.ie​)	
Bríd Walsh	LDTF Co-ordinator, 22a Main St. Blanchardstown	LDTF Co-ordinator	brid@bldtf.ie (​mailto:brid@bldtf.ie​)	
Denis Breen		NDST	Denis.breen@taioseach.gov.ie (​mailto:Denis.breen@taioseach.gov.ie​)	01-6194353
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^1	  Taken from statistics provided by Blanchardstown Area Partnership, Blanchardstown Live Register 2010
^2	  Information provided to BAP from the Blanchardstown Social Welfare Office
^3	  Health Research Board, Data from the national drug related deaths index, 2010
^4	  BIPI is supported by Blanchardstown Local Drugs Task Force
^5	  Blanchardstown Equal Initiative, Evaluation of the work of the Blanchardstown Equal Initiative 2002-2005, May 2005.
^6	  Burtenshaw Kenny Associates, Evaluation of phase two of Blanchardstown Equal Inter-agency Initiative, November 2006
^7	  National Drugs Strategy (interim) 2009-2016. See appendix 1 for explanatory diagram.
^8	  See appendix 6 for membership of NDRIC
^9	   Konrad, E, A multidimensional framework for conceptualising human services integration initiatives” 1996
^10	  Suter, E et al, Health systems integration, 2007
^11	  Taken from Homeless Agency and Progression Routes Initiative 2009-2010, Case Management Guidebook, 2009-2010
^12	  ibid
